FACE INVESTIGATION

SUBJECT: Supervisor at Plastics Company Crushed in Injection Molding Machine

SUMMARY: A 38-year-old mae supervisor (thevictim) at aplastics molding company died when hishead was
crushed between moving parts of an injection molding machine. The incident occurred a one of three plants
operated by the company, whose central office was in another state.  The plant maintenance and repair person
quit the company about a month before the incident, and a replacement had not been hired. About two weeks
before the incident, a machine guard had been removed from the molding machine in preparation for avigt from
amaintenance worker from another company plant. At thetime of the incident, the victim (shift supervisor) and
aco-worker were examining the machine to determine thelocation of ahydraulic fluid leak. The molding machine
was operating while the victim and co-worker peered into it S0 they could see the location of the leaks with the
hydraulic hoses under pressure. The victim was bending forward into the back of the machine, with his head
positioned next to a fixed metd bracket. The machinecycled automaticaly, causng ametd tie bar to move back
and pinch hishead against the bracket with about 500 pounds of pressure. The co-worker heard asound, looked
in the direction where the victim had been working, and saw the victim'’s head pinned in the machine. The co-
worker caled for help, the machinewasturned off, and thevictimwasreleased. EM Sworkersarrived withinfour
minutes., and transported the victim to the hospital where he was pronounced dead.

To prevent future fatalities of this type, the FACE investigator recommends employers should:
1 maintain guardsin place over machine pinch points when machines are oper ating.
I develop and enfor ce specific lockout and tagout proceduresfor injection molding machines.

INTRODUCTION:

On January 26, 1999, a 38-year-old mae shift supervisor died when his head was pinned between amoving tie
rod and afixed metd bracket on aplasticsinjection molding machine. The Wisconsn FACE fidd investigator was
naotified by the OSHA Area Office on January 28, 1999. On February 16, 1999, thefield investigator conducted
anon-gtevigt, accompanying an OSHA ingpector. Theinvestigator obtained the deeth certificate and the medical
examiner's report.

The company in this case wasin the business of manufacturing plastic beverage serviceitems used by tavernsand
eding establishments.  While the company has been in businessfor over 18 years, it hashad a least five owners
in that time.  The current owners assumed management of the company about 14 months before the incident.
Corporate officeswerelocated in another state, and machine maintenance and repair serviceswere being provided
by employees of aplant in that state until thelocal plant could recruit amaintenance worker. Thirteen employees
were employed by the company at the Ste a the time of the incident. The plant ran three shifts a day, five days
aweek.

The victimworked for the company for atota of sixteen years; for thefirg thirteen years, heworked with molding
machine setup and operation. About three years ago, he became firgt shift supervisor. He was characterized



by co-workers asaworker who would perform work outside of hisassigned dutiesto keep production on target.
At this company, workers recelved classroom and on-the-job training for safety aspects of their assigned jobs.
There was no comprehensive safety program to address hazards in the workplace, and the lockout/tagout
program lacked specific procedures to cover al of the machinesin the plant.

INVESTIGATION:

The plant was arranged with four injection molding machines in one large room. Not dl of the machines were
usable on the day of the incident, due to breakdown and maintenance problems. An experienced maintenance
worker quit the company severd weeks before the incident, and the company had not found a replacement for
hm. On-site employees attempted to maintain production levels by choosing work orders that could be
accomplished by the functional machines, and by performing temporary or minor repairs themselves. Complex
repair needs were set aside until a maintenance person from another plant could arrive to assst the local plant.
The company had alockout/tagout (LOTO) policy and procedure, but it was not specific for each machine.

The horizontd injection molding machine involved in the incident was manufactured in 1972, and had been used
at thisplant sncethe early 1980's. It had not been overhauled since being ingtdled at this plant, but had undergone
repairs as breakdowns occurred. The machinewas used to run production jobs from contracts developed by the
man office. It required setup by askilled worker when the jobs changed, but a maintenance person wasrequired
whenever complex repairs were needed.  About two weeks before the incident, the victim assisted the setup
worker in removing guards fromthe back of the machine. Thiswas doneto prepare for an anticipated vigt from
the subgtitute maintenance person. The plattens on the machine were too worn to be adjusted for jobs needing
precise mold fits, so the operations manager from the corporate office directed the plant manager to run the
mechine with molds for a job that required less tolerance on the plattens. When running this job, the machine
cycled automatically every 18 seconds. The guards were left off while plant workers awaited the maintenance

person.

On the day of the incident, plant employees saw evidence of hydraulic fluid leaking from the machine during
operation, and brought this to the attention of the setup worker and the supervisor. They went to the machineto
view the problem while the machine was running.  If the machine was shut down while running a job (when the
hot thermoplagtic materid wasin the line) about 30 minutes of purge time was needed before production could
beresumed. The setup worker was positioned at the back of the machine on the operator’ sside, whilethevictim
was on the other sde trying to seethelocation of the fluid leak. The victim gpparently bent forward, looked into
the machine then said he found the leak. Immediately after hearing that statement, the co-worker heard the
machine cycleto itsrecoil phase. Thisphase brought thetie bar back to within threeinches of the meta bracket
where the victim’s head was positioned. The setup worker heard a sound, then saw the victim’s head pinned in
the machine. The co-worker cdled for help, the machine was turned off, and the victim was rdeased. EMS
workers arrived within four minutes, and transported the victim to the hospital where he was pronounced dead.
EM S responderswere on the scenewithin four minutes. Thevictim wastransported to the hospitd, where hewas
pronounced dead.

CAUSE OF DEATH: The medicd examiner’ s report listed the cause of deeth as traumeatic head injury.



RECOMMENDATIONS/DISCUSSION

Recommendation #1: Employers should maintain guards in place over machine pinch points when
machines ar e oper ating.

Discusson: Machine guards are necessary where pinch points are creating by moving machinery parts. Guards
had been removed and not replaced on the machine severa weeks prior to the incident, whilethe company waited
for an off-ate maintenance worker. In theinterim, the company ran the machine for jobsthat could be performed
withou repairs. The incident would have been prevented if the guards were in place while the machine was
running.

Recommendation #2: Employers should develop and enfor ce specific lockout and tagout procedures
for injection molding machines.

Discussion: The company’s LOTO policy was not specific for each molding machine, and was not gpplied to
al stuations where hazardous energy could be unexpectedly released. At the time of the incident, the victim was
performing ingpection activities that were out of hisrole of shift supervisor because qualified maintenance help was
not available. If the company had developed and enforced a LOTO policy that specified the lockout procedure
for ingpection of hydraulic lesks, the incident might have been prevented.



Figure 1. This photo was taken after the
machine guards were replaced.



